It could be supposed that by now the medical profession should be able to define the properties required of various dressings; but this is not so. Wound healing is a complex process which is not yet fully understood. It is influenced by many factors, not the least important being the local environmental factors which can be harmful or beneficial depending on the properties of the dressing.
It is necessary to examine the history of dressings in order to appreciate how clinical trial rather than systematic experiment has until very recently been the usual way in which dressings have been investigated. The products of the polymer chemist have stimulated research along new lines, and I believe that the synthetic fibre industry must increasingly interest itself in wound healing, even though the immediate reward in terms of weight of fibre and film consumed may seem small. Likewise, the medical profession must co-operate more with the industry ifimprovements in treatment are to be made.
Evolution of Dressings 1600 B.C. to A.D. 1944 Blakiston's Illustrated Pocket Medical Dictionary (1952) states that the chief functions of a bandage are "to hold dressings in place, to apply pressure, to immobilize a part, to support a dependent or injured part, to obliterate tissue cavities and to check haemorrhage". A dressing is described as "material applied to protect a wound and favour its healing". The two terms have been and are used indiscriminately.
A wound dressing is still the most commonly used therapeutic agent, and it is probably true to say that the foundations of the art and science of medicine were laid when early man first treated wounds. Here we are concerned principally with natural and synthetic dressing materials, i.e. those materials which come into contact with the wound or have an effect on the wound environment.
In the Edwin Smith and Ebers Papyri, which were probably written between 1600 and 1500 B.C., there are frequent references to fabrics used for bandages and dressings and the importance of certain aspects of treatment, for example, the drainage of deep or contaminated wounds. All manner of medicaments were applied to the wound, from dung to honey. Hippocrates (400 B.C.), describing the treatment of a head wound says, "It should not be moistened, nor should it be bandaged; after cleaning the wound as soon as possible, one should dry the wound ... for what is soonest dried up . . . thereby most readily separates from the rest of the tissue which is full of blood and life." This sound advice was not always practised by Hippocrates, who also used many noxious agents to stimulate pus, which was thought to be a precursor to wound healing. Celsus and Galen (25 B.C. to A.D. 200) believed in the closed treatment of wounds with the use of a bewildering assortment of medicaments to promote pus and wound exudate. The dogma of "laudable pus" persisted into the thirteenth century, when a revolt against this teaching was started by Theodoric de Lucca, a member of the Dominican order in Bologna. He wrote, "It is not necessary, as Roger has written, as his disciples declare and as all modern surgeons teach, that pus should be generated in a wound; no error can be greater than this. Such a practice hinders nature, provokes disease, and prevents the coagulation and consolidation of the wound (Gordon, 1959 ). Theodoric's teachings were accepted by Henri de Mondeville, surgeon to Philip Le Bel, King of France, but the forces of tradition were too strong, and a further 600 years were to elapse before the work of Pasteur was to confirm the observation of Leeuwenhoek, the inventor of the microscope, and others who claimed to have seen minute organisms or particles, the existence of which had first been suggested by Fracastorius in 1546.
Pasteur showed that fermentation was due to the contamination of media by micro-organisms and that these could be killed by heat. If further contamination was prevented following sterilization, then putrefaction or fermentation could be prevented.
Lister saw the possibilities of Pasteur's findings in relation to wound infection and believed airborne organisms to be the cause of wound suppuration.
In 1867 Lister described the treatment of 11 cases of compound fracture, in which the wounds had been washed with undiluted carbolic acid and then dressed with lint or calico and, to prevent evaporation, covered by a sheet of tin foil, the forerunner of the present-day medicated occlusive dressing. Within a few years he had changed to antiseptic absorbent dressings which consisted of eight layers of carbolized gauze. He later found that carbolic acid "irritated" the wound, and he sought milder antiseptics, but always his thoughts were to prevent the ingress of airborne organisms and to kill by chemical means those organisms that had gained access to the wound. Lister's teachings, which were slow to be accepted in England, stimulated thought throughout Europe. It was soon realized that chemical antiseptics had their limitations and that a more profitable line of attack might lie in the sterilization of all materials coming into contact with the wound.
With the development of the steam sterilizer by Lautenschlager, Schimmelbusch in Berlin was quick to see the advantages of using sterile dressings, and in 1893 (Owens, 1946 Bloom (1945) , when a prisoner of war, used the "cellophane" wrapping from blood transfusion equipment in the treatment of burns and thought that for this purpose it was preferable to tulle gras.
The "cellophane" must have been of the waterwettable variety. He stated that "in the more severe cases, the area will begin to steam immediately, showing that water is transuding through the dressing". Cracking of the film at flexures was, however, a disadvantage, and as a wound dressing "cellophane" has not sufficient plasticity and drape. He noted that the burns healed normally under a thin layer of inspissated, purulent serum and that the pain disappeared as soon as the burn was covered with the cellulose film. As far as is known, this was the first time a synthetic, or perhaps more correctly a semisynthetic film had been used as a porous wound cover.
The first use of a solution of a synthetic polymer as a wound dressing seems to be that reported in 1945 by Marshak. He used a solution of equal parts of isobutyl methacrylate dissolved in toluene as a splint and occlusive cover for full-thickness circular wounds made in the necks of rats and rabbits. The dry film adhered to the surrounding skin and, until it was removed on the eighth day, prevented contraction of the wound. In the animals the solution did not produce a vascular reaction or visible exudate; this was in contrast to man, where he found that when the solution was applied to fresh wounds an excessive, sero-sanguineous exudate resulted. There was no reaction when it was applied 24 hours or more after injury. He stated that "it has been found to adhere and protect the wound for three to four days under conditions (K.P. duty) where a bandage dressing was of little value". He suggested that the plastic solution might have some practical use as a wound dressing, since it did not contract like collodion, and therefore could be used as an encircling dressing.
By this time, non-porous, plasticized polyvinyl chloride and related polymer films were available and were being used mainly for first-aid dressings. The dressings carried a cotton-lint pad and had a continuous-spread adhesive margin. The It was shown by Burtenshaw (1945) that the fatty acids of the skin had sterilizing properties. Williams and Miles (1945) showed that the commonest contaminating organism of small wounds was Staphylococcus aureus, an organism which frequently resides in the nose. Bull, Squire, and Topley (1948) Burch (1944) , such a dressing film has an adequate porosity to water vapour. A major advantage of this film was that the porosity did not depend on physical pores, but rather on the formation of loose chemical bonds between the H+ and OH-ions and the polyamide. The film could be sterilized and was an effective barrier to micro-organisms. Studies of the bacterial flora of normal exposed skin of hospital patients and of skin covered by the polyamide fibre dressings showed that Staph. aureus, the principal pathogen in wounds, disappeared and that the number and variety of other organisms were reduced. Schilling, Roberts, and Goodman (1950) carried out a controlled clinical trial in a Manchester engineering factory, using 0-003 in. thick polyamide film dressings and polyvinyl chloride waterproof occlusive dressings of the type approved by the Chief Inspector of Factories. The trial was carefully planned and conducted so as to reduce personal bias to a minimum, a most important point in any trial of wound dressings. As the polyamide film was transparent, these dressings were not disturbed until healing took place, while the waterproof dressings were changed daily after the first three days. The wound was deemed to be healed when the worker could be allowed to return to his job without a dressing. One hundred and forty-five wounds were treated with polyamide dressings and 129 with waterproof dressings. In the final analysis only those cases were included in which the injury was thought to be healed on a working day other than a Monday. Healing times were as follows: polyamide film, 6 04+ 0-16 days; and waterproof dressings, 8-39 + 0-25 days. They noted that wounds contaminated with oil appeared to heal more quickly than clean wounds. The polyamide dressings did not carry a pad, whereas the waterproof control dressings carried a lint pad. Whether the pads were medicated is not stated. To protect the dressings a cotton bandage was applied. The results of this trial suggested that for minor injuries it was preferable to use a watervapour permeable dressing. It must be remembered that the polyamide film was also permeable to oxygen and carbon dioxide, and this fact may have some bearing on the results. It was claimed that it was an advantage for the dressing to be transparent, so that the condition of the wound could be seen, thus obviating unnecessary changes of the dressing.
One of the functions of a dressing is to protect the wound from further injury while it is healing, and for this purpose, particularly with first-aid dressings, a pad is required between the film and the wound to act as a shock-absorber. However, recent clinical trials which we have been carrying out suggest that there is considerable friction between the pad and the wound in those situations where movement occurs, for example in the treatment of an injury of a joint; the protective advantage may be offset by the trauma due to friction between the pad and the wound.
It may be that the use of a smooth polyamide film in contact with the wound instead of a lint pad was a contributory factor in the reduced healing time of those wounds treated with this film. The polyamide dressing, however, never became accepted in clinical practice since the film lacked drape and extensibility, was difficult to coat with adhesive, and, when the protective layer over the adhesive was stripped back, the film tended to curl. Further, the polymer is expensive, and this aspect of wound dressings is important when they are to be used for other than experimental purposes. In spite of these criticisms, however, the work with the polyamide dressing was the first well-controlled trial of dressings to be published, and was an important step forward in the evolution of wound dressings.
In 1947 Blaine examined an absorbable alginate product, calcium alginate. Calcium ions will react with the soluble sodium salts of alginic acid to form insoluble calcium alginate. Using this reaction, filament films and foams can be produced. Calcium alginate is absorbed in the tissues, and thus it was thought that fabrics made of this polymer might be useful for wound dressings and for operation swabs, which from time to time are left inadvertently in the patient. A further advantage of alginate products is that they can be sterilized by autoclaving. Their rate of solubility can be adjusted by varying the sodium ion/calcium ion ratio during coagulation of the sodium alginate. In contact with bleeding tissues calcium alginate has a haemostatic effect, possibly due to the release of calcium ions. When calcium alginate fabrics or wool are applied to a wound, dissolution of the structure occurs in the clot, but when drying of the scab takes place a hard mass is formed in which are incorporated the threads from the unaffected fabric. Only when the wound is wet can the unaffected part of the dressing be removed without causing further trauma. This trauma can be prevented when the central mass is moistened with 5 % sodium citrate. It has been suggested that the use of a soluble dressing might be an advantage in that, in the early stages of healing, medicaments would be released into the wound. Frantz (1948) , using calcium alginate in the form of stockinet gauze, found that with rats and dogs its haemostatic effect was not as great as that of human fibrin foam, oxidized cellulose, and gelatine sponge. He further thought that it was slightly more irritating than oxidized cellulose. At the present time non-medicated, non-absorbable sterile dressings are preferred.
For many purposes an important function of a wound dressing is its ability to absorb wound exudate. This function is dependent on the rate at which the exudate soaks into the dressing and the quantity of exudate which it can absorb. The first function is particularly important when the fabric is being used as a pad on an adhesive dressing, since, if blood is not absorbed quickly, it spreads over the skin to which the adhesive is to be applied. The rate of absorbency may be measured by the sinking test for absorbency described in the British Pharmaceutical Codex (Pharmaceutical Society of Great Britain, 1959 The second factor, which is probably of greater importance, is the quantity of wound exudate absorbed. This, Savage, Bryce, and Elliott (1952) have defined as the water-retention coefficient of the dressing. They studied the water-retention coefficient of a number of materials, including sphagnum moss, muslin, gauze, lint, rayon, and cotton wool. They found that the water-retention coefficient depended very greatly on the working pressure on the dressing, that is the pressure applied by the bandage or cover over the dressing. It was found that the more random the arrangement of the fibres, the greatest disarrangement being in the wools, the greater the fluid uptake. Sphagnum moss had the highest water-retention coefficient, followed by cotton and rayon wool. These were followed by paper pulp, cellulose wadding, lint, and open gauzes of the B.P.C. and hospital qualities commonly used in Britain. The finer gauzes used in other countries were even less satisfactory. Lint, a dressing material peculiar to British countries, had the highest water-retention coefficient of any woven fabric, the value being largely dependent on the proper raising of the lint. They also studied the pressures produced by a bandage on a dressing. In another group the burns were left exposed to the air. The lowest mortality rates were in those groups in which the wounds were treated with a light dressing or were left exposed. While Ps. pyocyanea was recovered from all the wounds, the organisms were less abundant in the burns left exposed. The condition of the animals, judged by variation in weight, showed that only with the exposure treatment did the animals regain their original weight in 10 to 12 days, whereas with all other methods of treatment the pre-operative weight had not been regained in 30 days.
Another approach to the problem of adhesion of a dressing is the interposition of a non-wettable macroporous plastic film between the absorbent and the wound. Gelinsky (1954) Although the type and severity of wounds vary widely and the dressings may be required for a variety of reasons, the various studies of wound dressings have made it possible to specify the properties which the "ideal" all-purpose wound dressing should possess (Scales, 1954 Clinical trials carried out with this dressing, using a standard polyvinyl chloride waterproof occlusive dressing carrying the same type of pad as a control, showed that there was a considerable reduction in the bacterial count on normal skin covered by the porous dressing at the end of three days. In the treatment of wounds, no Staph. pyogenes was isolated from any wound swabbed initially or at any time during healing in those cases treated with the porous dressing. It was recovered from five cases treated with the occlusive film dressing. In 18 finger wounds treated with the micro-porous dressing the average healing time was 4-1 days, whereas in 15 wounds treated with the occlusive dressing the average healing time was 6-3 days (Scales, Towers, and Goodman, 1956) . While this dressing allowed the drying of the wound, this advantage was partially offset by the adhesion of the pad to the wound. This was particularly evident in those areas of the body which did not get wet. In the case of occlusive dressings, which prevented drying, the advantage of minimal adhesion was offset by undesirable bacteriological changes. The problem of adhesion is greatest in the abrasion or graze, where there is an area of epidermal loss. Baron (1956a) , in an extensive series of animal experiments starting in 1948 using standard ring wounds, studied the effects of various types of cotton, rayon, and wool woven and knitted dressings on partial-and full-thickness wounds. The They found that the solution had self-sterilizing properties. They studied in rabbits the healing rate of aseptic sutured wounds, aseptic open wounds, and thirddegree burns treated with the polymer dressing alone. They compared the healing rate of the sutured and open wounds with similar wounds treated with gauze dressings, while in the case of the third-degree burns the control wounds were left undressed. The details of the gauze dressing are not given. With the aseptic sutured wounds they found little difference in the rate of healing on either side, except that the epithelium on the side treated with the plastic solution was possibly slightly thinner than that found under the gauze dressing. The tensile strength of the wounds dressed with the polymer appeared to be about 15 % lower than in the wounds dressed with the gauze. There was no evidence of infection under the plastic film, whereas under the gauze they found a membrane consisting mainly of white cells, covering almost the entire wound. With third-degree burns no difference in the rate of healing could be demonstrated. However, in clinical practice they found that, when treating skin-graft donor sites, it was difficult to maintain the seal between the film and the skin because of bleeding, whereas with bums there was an accumulation of exudate under the film and subsequent infection.
Wallgren (1954) reported on bacteriological studies and clinical trials with Nobecutane. He found that the solution was sterile and that a film could be prepared, the thickness of which he did not state, on culture plates which would prevent the passage of micro-organisms. He used the polymer as the only dressing in 1,500 operations on children up to 15 years of age. The dressing was applied to the body either by means of a swab or from an aerosol can.
There were no cases of infection or delayed healing. He found that in the treatment of skin-graft donor sites and burns it was not a suitable dressing for the same reasons as were given by Olow and Hogeman. He considered that the dressing was superior to all other dressing methods used previously in clean paediatric surgery.
Rob and Eastcott (1954), describing their findings in the treatment of 200 clean operation wounds in man, which had been dressed with a plasticized acrylic polymer resin, Nobecutane, stressed the need for absolute haemostasis, otherwise the exudate lifted the film. In addition, the skin must be absolutely dry to maintain the seal. If the wound is to be drained, a textile absorbent dressing must be applied to the area near the drain, while the rest of the wound may be covered with the plastic film. Only one of their 200 cases became infected. The spray-on dressing was found particularly valuable for wounds of the face and scrotum, situations in which it is difficult to apply traditional dressings. They estimated that by using spray-on dressings the cost of dressing clean surgical wounds could be reduced by 20%.
Ekengren (1954) studied the use of the spray-on dressing, Nobecutane, in Korea. The polymer was used as a pre-operative skin cover to provide a sterile field. The wounds were closed with steel sutures and then sprayed with the resin. Approximately 2,640 wounds were treated in this manner, including 438 United Nations Forces members who had sustained war injuries. He found that because the steel sutures tended to project through the film, abdominal wounds had to be covered with a binder and limb wounds with an elastic dressing. Although this was an uncontrolled clinical trial, the incidence of infection seemed far less than with other types of dressings. Infestation of the operation site with fly-larvae, which had been a problem previously because of the hot, humid climate, did not occur. The dressing prevented a patient from probing his wounds with dirty fingers and protected normal skin from the secretion of discharging wounds. Ekengren also made the point of the reduction in cost of the dressing of clean wounds. In hot climates and for emergency work the spray-on dressing seems to offer a number of advantages. Unlike the adhesive dressing, the solution dressing is not subject to deterioration during storage, and there is a considerable saving in bulk and weight compared with the traditional types of dressing. A disadvantage with this type of dressing can be a faulty valve in the aerosol container, which allows evaporation of the propellant. Randall and Randall (1954) stated that the most important indicator of the efficacy of a dressing is the rate of epithelization. They pointed out that the healing of a wound is influenced by many variables, such as the depth and extent of the wound, the amount of damaged tissue, contamination, active infection, and the condition of the patient. All these are difficult to evaluate clinically, but by using laboratory animals of an inbred strain, standard wounds can be made which reduce variables to a minimum. They believed that the skin of the mouse was a good indicator, since partial-thickness wounds soon become converted into full-thickness wounds.
Partial-thickness abrasion wounds, 2 x 3i cm., were made on the backs of 16 g. mice with a razor, and various dressings and medicaments were applied. They made only one wound on each animal, and no control dressing or medicament was used. One week later the animal was sacrificed. They found that the use of a fabric dressing alone or with a medicament was preferable to the exposure treatment. One of the dressings they used was a polyvinyl chloride co-polymer with other additives, known as Aeroplast. They found that this dressing caused severe collapse of the mice, an effect not reported in larger animals, including man. They made the point that it is not possible to estimate by inspection the progress of wound healing under a transparent dressing and that histological examination is always necessary. One of the disadvantages of the mouse is that the skin of certain rodents, notably the mouse, rat, and rabbit, has a regular cycle of physiological activity, and in the mouse this cycle takes 30 days. It is thus exceedingly difficult to study the effects of wound dressings unless a control is used on each animal and a very great number of animals is employed.
Choy, reporting in 1954 on the treatment of 50 patients with polyvinyl chloride and acetate copolymer solution, 11 first-to third-degree burns, eight donor skin-graft sites, and 31 surgical wounds, claimed that there was no retardation in healing rate; that the film dressing was able to maintain the sterility of clean wounds; that the film could be easily applied and removed; and that the dressing was transparent.
However, the dressing should not be used on infected wounds, otherwise pocketing of pus occurs. Giles (1956) treated in a military hospital 48 cases of minor surgery and 60 cases of minor injuries with the acrylic polymer solution Nobecutane. In 12 patients haemorrhage occurred within the first 12 to 24 hours and a firm dry dressing had to be applied. In nine patients, who suffered minor injuries and whose wounds were contaminated with dirt, clinical infection subsequently developed.
Wallgren (1957) studied the self-sterilizing and bacteriostatic properties, bacterial permeability, and the effect on the bacterial flora of intact skin of five film-forming polymer solutions in common use at that time: Aeroplast, a polyvinyl chloride and acetate co-polymer; Bonoplast, an acrylic polymer; Nobecutane, an acrylic polymer with tetramethyl thiuramide disulphide; Newskin, a solution of pyroxylin and camphor; and Portex plastic skin, a methyl ester of acrylic polymer.
With the exception of Bonoplast, which is no longer available, all the solutions were self-sterilizing after 15 minutes, when 600 million organisms were inoculated into 1 ml. of the solutions. The organisms used were Proteus vulgaris, Pseudomonas aeruginosa, Escherichia coli, and four different strains of Micrococcus pyogenes. The bacteriostatic properties of the films were investigated by half covering blood-agar plates with the various solutions. The plates were incubated for 24 hours at 37°C. All the films inhibited growth to a varying degree.
Using a suspension of 600 million organisms/ml., 2 ml. was spread on the surface of plastic films which had been made on blood agar plates according to the makers' instructions. After removal of the film at 24 hours, followed by re-incubation, growth was obtained in the areas originally covered by the films, showing that pores of at least 0-8 to 1-0 ,u in size existed in the films. If complete impermeability to bacteria is required, films must be prepared by applying a number of coats of the solutions in excess of the manufacturers' recommendations. The thicker the film, the lower its porosity to water vapour and the less its flexibility.
Wallgren found that applications of Aeroplast, Bonoplast, Nobecutane, and Newskin to the normal skin of patients reduced the bacterial count after 24 hours. His report also gives his clinical experience with plastic film dressings in the treatment of more than 4,500 patients over three years. He claimed that the incidence of infection was below the 3 to 5% found in normal sterile surgery. He did not give an actual figure. He believed that the film dressings had a field of use in the treatment of clean surgical wounds. If there is a possibility of infection with bacteria, traditional fabric dressings should be employed, which will permit drainage. Heite and Ludwig (1959) From what has been said so far, it is apparent that there is still a considerable difference of opinion regarding the methods of treating wounds and the choice of materials. One thing, however, is certain: wound dressings are required to absorb wound exudate and to protect the wound.
Our experience, when conducting clinical trials, has shown that many of the beneficial therapeutic effects of certain dressings are vitiated by the damage caused to a healing wound when removing an adherent dressing. It is very difficult to study the adhesion of dressings by means of human clinical trials, since the wounds vary in extent, depth, situation, and bacterial flora. It is rarely possible to have a control dressing on the same patient and to carry out a biopsy of the wound to follow the progress of healing. Adhesion of wound dressings is really a problem of the adhesion of two surfaces by a glue, the exudate from the wound. One of the functions of a wound dressing is to be absorbent. and to achieve this a wettable and highly porous structure is required, but it is just such a structure which provides the ideal surface for adhesion. The other surface is a living, changing surface which adds tissue fluids to the adhesive at a diminishing rate for many hours. The composition of the adhesive will vary according to the cellular elements present, and its viscosity may be affected by the proteolytic enzymes of the patient or by bacteria. At one time we thought that the relative adherency or nonadherency of dressings could be determined in the laboratory by drying human reconstituted serum in contact with various dressings, but only limited information can be obtained by this method (Scales and Winter, 1961) . To try to confirm the laboratory findings, the materials tested have been used as wound dressings on the domestic pig. This animal was chosen in preference to a small animal, such as the rat, guinea-pig, or rabbit, because it has a broad expanse of skin which can be effectively depilated; upwards of 12 large dressings can be put on at the same time, and the dressings can be protected with a cage. Changes of posture do not disturb the dressings as on a small animal. The skin is morphologically similar to that of man, and there is evidence that the mode of wound healing is also similar. Hartwell (1955) It was found that cotton lint and stockinet are the most suitable of the conventional materials. The fact that there were more adherent dressings with the rayon lint than with the cotton lint (1-3: 1) may be due to the fact that the rayon lint was produced from continuous-filament fabric. Histological studies of wounds from which adherent dressings were removed showed that damage was done to the delicate regenerating epidermis due to fibres becoming embedded in the exudate. A dressing can be removed without damage to the wound only if the bond between the exudate and the epidermis is weakened by normal keratinization at the upper layers of the epidermis and when the epidermis becomes anchored by its downgrowths to the dermis. It was estimated that the completion of epithelization in the partial-thickness wounds was delayed about three days by the use of a cotton-lint dressing which was changed daily. The ratio of adhesion from the Table was determined from the number of adherent dressings. Since all the dressings were adherent to the serous exudate, what factor is responsible for the difference in the adhesion ratio? We believe that it is the different constructions of the dressings affecting the rate at which the exudates dry which is the decisive factor in adhesion. Construction also influences the volume uptake of the dressing and its ability to maintain the correct environment for the maximum rate of epithelial proliferation.
To study the effects of dressings further, it has been found necessary to determine the healing rate of partial-thickness wounds, which are allowed to heal without a dressing, on the domestic pig. The rate of epithelial regeneration in a wound can only be studied by histological methods. The method of estimating the rate of wound healing by planimetry is inaccurate and unreliable, since a scab is formed which is not transparent and wound healing proceeds beneath it. Working with aseptic superficial wounds in the skin of the pig, Winter (1962) has found that by keeping the wounds moist under a polythene film, epithelization of the denuded surface is about twice as rapid as when the wounds are exposed to the air. The explanation for this seems to be that the base of the wound becomes dehydrated by exposure and the regenerating epidermis has to migrate along a plane in the dermis where the conditions are correct for the life of the cells. The leucocytes or white cells are trapped in the dehydrated layer and form with the exudate the normal scab which prevents the ingress of dirt and microorganisms and protects the delicate cells from dehydration. By covering the wound with a polythene film, dehydration is prevented and the epidermis is able to migrate over the cleanly-cut base of the wound faster than it can pass through the dermis in the wound exposed to the air. Fortunately, the pig appears to have a high resistance to infection compared with man, and therefore the need for rapid concentration of the exudate and formation of the normal scab may not be so essential.
If all wound dressings of the absorbent type (and in the treatment of many types of wounds they have to be absorbent) adhere to wounds, then obviously it is best to make use of this property and to use a fabric which is sufficiently weak not to disturb the exudate when the bulk of the dressing is removed. It is possible to reduce the tensile strength of fine-weave acetate fabrics artificially to a value which permits a dressing to be removed, leaving behind the part incorporated in the scab.
It seems that a dressing must be a compromise. 
